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>20% of musculo- 
skeletal problems affect 
the foot and ankle  
Things 1º care 
physicians would be 
seeing in clinic or ER 
Acute/Trauma 
vs 
Chronic Conditions 
 Ankle 
 Hind foot 
 Mid foot 
 Fore foot 
 
 PLEASE-ASK QUESTIONS AS WE GO! 
 10 point palpation (8 arrows seen here plus 2 
medial) 
 Medial over deltoid lig + med malleolus 
 Base of 5th 
 Base of 2nd 
 Ant. talofib. lig. 
 Calcaneofib lig. 
 Distal fib 
 Ant. Tibiofib lig 
 Syndesmosis 
 Achilles 
 Deltoid lig. 
 Medial malleolus 
Achilles Tendon Rapture 
 5-7 cm prox. to insertion 
Middle age men 
“Someone hit me in the back of the 
ankle” 
“hot poker” 
 

May be able to bear weight, but walks on heel 
 Can not do heel raise (doesn’t want to try) 
 May have some plantar flexion power  
     (post tib, peronei) 
 Palpable gap 
 Thompson Test 

Usually DON’T need 
MRI to dx 
 Nonop. – generally good results but: 
Rerupture 12.1 % vs. 2.2 % with surgery 
 
 Surgery- More wound / skin complications 
 
 
 
 
Differential/Likely dx if not ruptured: 
 Plantaris rupture 
 Ruptured popliteal (Baker’s) Cyst 
 US to r/o DVT shows evidence of 
ruptured cyst 
 Inversion stress 
Typically anterior talofibular 
and calcaneofibular ligs are 
only ligs injured 
 Lateral 
 
 
 Tenderness over ligs, esp at 
insertion on fibula 
 Laxity testing (more for chronic 
laxity) 
Ligaments 
 
*to r/o other conditions assumed to be a sprain 
 10 point exam 
 Test for high ankle sprain (below) 
 
 
Ability to bear 
weight 
 
Tenderness at 
specific sites 

• Grade 1 
 RICE 
 NSAID’s 
 Ice 
 Compression 
 Elevation 
 Rest 
 
 Early weight bearing 
 
 ROM 
 
 Peroneal strengthening 
 
 

 Early, controlled motion 
 
 NICER 
 
 Brace 
 
 Lateral heel wedge 
 
 Formal Therapy 
 
 
 Strengthening 
   isometric 
   tubing 
 
 Proprioception 
 


 If medial space widened and ankle films 
show no fx, X-ray entire fibula. 


 
 External Rotation 
  Pt. sitting on table 
 Squeeze Test 
 
 One legged heel raise 
 
 External Rotation 
 
 Squeeze Test 
 
 One legged heel raise 
 
 External Rotation 
 
 Squeeze Test 
 
 One legged heel raise 
  (quick mid-game test) 
 Warn patient of long recovery 
 Type 1 (No widening)- crutches or boot 
 May bike at 1-2 weeks, no jogging until they 
can do 10 one-legged heel raises 
 Type 2- Consider cast, NWB 4 weeks, then boot 
 Type 3-Surgery 
Ankle laxity 
 Talar tilt 
 Drawer 
 Xray if necessary 


 General hx all injuries 
 Sports activities or Activities of daily  
 What therapy? 
 Bracing hx 
 Interfere with activities? 
 Instability or pain 
Site 
Frequently a thickness 
Tender directly over tendon 
Pain increased by squeezing 
tendon 
Pain with heel raise 

Pain/tenderness 
anterior to tendon 
 NSAIDs 
 Stretching 
 Heel lift 
 Open heel shoe 
 AVOID Cortisone Injection 
 Pain post heel after play/sports 
 Most common prepubertal 
Tenderness posterior 
aspect heel 
No X-ray findings are dx of Severs 
 Sclerosis + irregularity common and 
is normal 
 If bilateral, typical hx, no x-rays 
needed 
 If unilateral, lat. X-ray to r/o other 
such as cyst 
 
 Reassurance 
 Activity modification 
 Heel lift or heel cushion 
 Achilles tendon stretching 
Posterior Tibial 
Tendonitis/Insufficiency 
Overweight woman >55 yo 
 Arch decreased or completely flattened (more 
significant finding if unilateral) 
 Tender posterior + inferior to med. malleolus 
 “Too many toes” sign 
 Inability to do single toe raise (Leaning against 
wall) 
 
Arch Collapse 
 

 Ask about and examine LS spine 
 If any question, get plain Xrays 
of spine 
 #1 cause of heel pain in adults 
 Pain worse 1st thing in a.m. and after 
sitting 
 Better after few steps, worse with 
more walking 
Point tenderness plantar 
medial (attachment site) 
 There is a heel spur in 50% of 
pts. With PF 
 Spur not source of pain 
(emphasize to pt) 
 Spur present in 20% of adults 
without PF 
 Gel insert 
 Achilles stretching-before getting 
out of bed + during the day 
 NSAID’s 
 Activity modification 
 Cast/injection/night splint/surgery 
 Acute 
 USUALLY TREATED NON-OP 
 WATCH FOR SEVERE 
DISPLACEMENT 
 BIGGEST PROBLEM IS 
PLANTARFLEXION AND 
TRANSFER METATARSALGIA 
 WATCH FOR ASSOCIATED 
INJURIES (LIS FRANC FRACTURES) 
 


 ORTHOPEDIC TREATMENT 
 Almost always non-operative 
 Boot…WBAT (Big Boot rather than small/short) 
 Heal quickly and readily…rare non-union 
 If plantarflexed 
 May require reduction and/or fixation 
 Tuberosity (Dancer’s) vs Jones vs 
Stress fx 



Patient reports a “sprain” 
Commonly missed  
LIS FRANC LIGAMENT 
Tenderness base of 2nd MT 
(Rather than over ankle ligaments) 
Typically massive swelling 

If plain Xrays “normal” but suspicion 
is high, get wt. bearing Xrays 

 Pain out of proportion 
 Pain with passive stretch 
Tense swelling 
 Parathesias 
 Pallor 
 Pulselessness 
 
High Index of Suspicion 
Chronic 
Accessory Navicular 
2º center of ossification medial navicular 
May become prominent during adolescence 
Girls>boys 
Common-up to 14% of adolescents 

 Tender medial navicular 
(insertion post tib tendon) 
 May have flexible pes planus 
(flat foot) 
Rest/activity modification 
Shoe modications 
Medial heel wedge 
More severe: Cast/surgery 
Abnormal connection btw 2 tarsal bones 
 Calcaneus + navicular 
(calcaneal navicular coalition) most common 
 Talocalcaneal coalition next most 
 Bilateral 50% 
 IF symptomatic, occurs when motion lost 
 Calcaneonavicular: 9-13 y.o. 
 Talocalcaneal: 13-16 y.o. 
 May be insidious but frequently associated 
with sprain 
 Pain from CN usually laterally; TC vague, deep 
Rigid flat feet commonly 
associated with this 
 
Hindfoot motion 
(invesion+eversion) limited 
 One hand grasps distal leg 
 Other hand under heel, maintain 0 
ankle plantar/doriflexion, manually 
turn heel inward and outward 

Calcaneonavicular coalition 
may be seen on oblique 
Talocalcaneal difficult to 
see on plain Xray 
CT 
Observe if mild 
Refer if limiting activities 
 Acute 
Medial>lateral (more soft tissue) 
Pain under 1st MT head 
 
Localized pain over involved sesamoid 
Painful spot will move as toe is moved 
AP, lat, and axial views 
Bipartite sesamoid seen in 25% (smooth margins) 
 Sprain of plantar 1st MTP 
 Typically due to hyperextension injury 
 Different grades depend on degree of tear 
Tender plantar MTP joint 
     (not specifically sesamoid) 
Decreased ROM, especially extension 
Swelling 
Rest 
Stiff soled shoe or boot 
Cast 
Insert for return to play 
Most severe will miss 6 weeks or more 
9x > Women 
10:1 female to male 


+ = 
Severity is by X-ray 
On exam may note lesser toe abnormalities 
 
Patient education and shoe wear modifications 
PT, splints, bracing of NO help 
Don’t need to treat asymptomatic cases, even if 
deformity continues to progress 
DJD of great toe MTP joint 
May be asymptomatic 
    (most common site arthritis in the foot) 
Pain with activity 
Stiffness-goniometer along shaft of 1st MT and 
measure max dorsiflexion of MTP joint 
Dorsal ridge 
Stiff shoe 
NSAID’s 
Cortisone injection  
  (pull toe distally as inject to increase space) 
Surgery 
Most common-Neck of 2nd metatarsal (longest) 
 
 
Next most common- Base of 2nd metatarsal 
Localized point tenderness- dorsal as well as 
plantar 
May be normal 1st two weeks of symptoms 
Activity modification 
Wooden shoe or boot (Big more comfortable than 
short boot) 
 
Dancers/Runners 
Same as with fracture 
Tender spot moves as toe is moved 
Pain localized under one or more of lesser 
metatarsals 
Can be due to abnormal length, changing weight-
bearing forces 
Claw or hammer toe can predispose to it 
Callus itself may be major cause of sxs 
Persistant callus called Intractable Planter Keratosis 
Differentiate from neuroma and stress fx 
(stress fx-pain prox. to head, and likely dorsal in 
addition to plantar) 
 
Metatarsal pad, orthotic, shaving 
Perineural fibrosis of common digital nerve as 
passes btw metatarsal heads 
Most commonly btw 3rd or 4th toes 
Next most btw 2nd or 3rd toes 
Rare in 1st or 4th web space 
Female:Male 5:1 
Plantar pain, aggravated with activity 
May have dysesthesias or numbness into 2 
affected toes 
“Walking on a marble” 
“Wrinkle in my sock” 
High heels, tight shoes aggravate it 
 
Apply direct plantar pressure to the interspace 
with one hand, and then squeeze the 
metatarsals together with the other hand 
Palpate dorsally along shaft and plantarly over 
MT heads to r/o stress fx metatarsalgia 
Shoe modification 
MT pad or orthosis 
Injection may be both diagnostic + therapeutic 
 
